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Objectives: The authors sought to gain further perspective on discrimination experienced by persons with mental illness by comparing selfreports of discrimination due to mental illness to self-reports of discrimination due to other group characteristics, such as race, gender,
and sexual orientation. Methods: A total of 1,824 persons with serious
mental illness who participated in a baseline interview for a multistate
study on consumer-operated services completed a two-part discrimination questionnaire. The first part of the questionnaire assessed participants’ perceptions about discrimination due to mental illness as well as
more than half a dozen other group characteristics. The second part of
the questionnaire asked participants who reported some experience
with discrimination to identify areas in which this discrimination occurred, such as employment, education, and housing. Results: More
than half of the study participants (949 participants, or 53 percent) reported some experience with discrimination. The most frequent
sources of this discrimination were mental disability, race, sexual orientation, and physical disability. Areas in which discrimination frequently occurred included employment, housing, and interactions with
law enforcement. Areas in which discrimination was experienced did
not significantly differ among groups of study participants characterized by mental disability, race, gender, sexual orientation, or physical
disability. Conclusions: Discrimination based on group characteristics
other than mental illness does not diminish the impact of stigma associated with mental illness. Antistigma programs need to target not only
discrimination related to mental illness but also that associated with
other group characteristics, such as race, gender, sexual orientation,
and physical disability. (Psychiatric Services 54:1105–1110, 2003)
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T

he U.S. Surgeon General, in
his 1999 report on mental
health (1), identified stigma as
a key barrier not only to adequate
treatment but also to the breadth of
life opportunities for people with
mental illness. The White House
echoed that concern in the same year
with its conference on mental illness,
during which Tipper Gore made stigma a key target for social change.
Amid these important advocacy efforts have been several studies describing stigma and testing explanatory models (2–8).
Key to this body of research have
been first-person studies—that is, obtaining the perspective of people who
have been labeled as mentally ill
about their experiences with stigma.
Surveys and qualitative interviews
with persons who have mental illness
have yielded several findings. The results suggest that a majority of these
persons perceive themselves as being
stigmatized by others (9–11), expect
to be treated poorly by the public because of this stigma (11–14), and suffer demoralization and low self-esteem due to internalization of the
stigma (12,15–18).
The body of research in this area
has been criticized as being limited in
geographic scope or representing
general impressions of stigma rather
than specific experiences. Wahl (19)
sought to rectify these limitations
through a nationwide study focusing
on the individual’s experience with
discrimination. A total of 1,301 persons with mental illness from across
1105

Table 1

Demographic characteristics of participants in a study of perceived discrimination
Characteristic

N

%

Age (mean±SD years; range, 18–78)
Gender, female
Ethnicitya
African American
European American
Latino
Native American
Asian or Pacific Islander
Education
No high school diploma
High school diploma or GEDb
Some college or vocational training
Associate’s degree
Bachelor’s degree
Some graduate school
Marital status
Single, never married
Married
Separated or divorced
Widowed
Sexual orientation
Heterosexual
Homosexual
Bisexual
Physical disability
Yes
No

41.8±10.4
1,097

—
60.1

434
1,359
62
330
25

23.8
74.5
3.4
18.1
1.4

600
461
509
102
95
55

32.9
25.3
27.9
5.6
5.2
3.0

852
230
653
77

46.7
12.6
35.8
4.2

1,607
66
100

88.1
3.6
5.5

943
881

51.7
48.3

a
b

The cumulative frequency of ethnic groups exceeds 100 percent because some participants identified themselves as being from more than one ethnic group.
General Equivalency Diploma

the United States, solicited through
the newsletter of the National Alliance for the Mentally Ill (NAMI)
and by members of NAMI’s consumer council, completed questionnaires about their experience with
stigma and discrimination. What is
remarkable about Wahl’s findings, as
in many of the studies of this sort, is
that almost 80 percent of the sample
reported direct experience with stigma—for example, they “had overheard people making offensive comments about mental illness.” Moreover, 70 percent of the sample had
been treated as less competent by
others once their illness was known.
In the study reported here, we
sought to expand on Wahl’s findings
by trying to put some perspective on
the problem of discrimination; namely, how does the discrimination due to
mental illness compare with discrimination that results from being a part
of other stigmatized groups? People
with mental illness are often members of a disenfranchised class that
1106

comprises a variety of other stigmatized outgroups, including people of
color and those who are impoverished. Moreover, many people identify with multiple groups that are publicly stigmatized (20). In this study we
wanted to answer the question of how
the stigma related to mental illness
compares with stigma related to being black, female, poor, or gay. A consumer at one of our programs stated
the point succinctly: “If you think being mentally ill is bad, try also being
poor and black!”
The study had two goals. First, we
compared the proportion of persons
with mental illness who reported discrimination with the proportion of
persons from the same sample who
also happened to be black, female,
gay, or physically disabled. We expected that people with a mental illness, as a group, would experience
discrimination for multiple reasons,
not just their mental illness. Second,
we examined some of the domains in
which people might experience disPSYCHIATRIC SERVICES

crimination, including employment,
education, housing, law enforcement,
and mental health services. This second aspect of the study also involved
examining the proportion of persons
with mental illness who reported discrimination in each domain compared with the proportion who reported discrimination due to race,
gender, or some other characteristic.

Methods
Data for this analysis were obtained
during baseline assessment of participants in the consumer-operated services project, which was conducted
from March 1999 to August 2002
(manuscript in preparation, Campbell J, Johnsen M, Blyler C, et al).
The protocol for this larger study received approval by the institutional
review boards of all the institutions
participating in the study. Eligible
persons were fully informed and then
consented to participate before beginning the study. This multisite
study (in California, Connecticut,
Florida, Illinois, Maine, Missouri,
Pennsylvania, and Tennessee) was
funded by the Center for Mental
Health Services and examined the
impact of consumer-operated services on persons with serious mental illness. Inclusion criteria were a DSMIV axis I diagnosis consistent with serious mental illness, such as schizophrenia, bipolar disorder, or major
depression, as well as a significant
functional disability due to mental illness. Proxies for significant functional disability included receipt of Supplemental Security Income (SSI) and
at least two state hospitalizations.
Patients were recruited from community mental health centers in each
of the participating states and were
randomly assigned to receive traditional mental health services or traditional services plus consumer-operated programs. A total of 1,824 individuals completed baseline analyses and
provided useable data. Demographic
characteristics of the sample are summarized in Table 1.
Discrimination Questionnaire
Twenty-six interview-based measures
were administered to the study participants before they entered the
study. Data reported in this article are
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based on responses to the Discrimination Questionnaire (DQ), which
was one of several measures of social
inclusion, a core concept in our
study’s logic model. The DQ is an
adaptation of the Schedule of Racist
Events (SRE) (21). Previous research
on the SRE has demonstrated that it
has high internal consistency (alpha>.94), test-retest reliability over a
one-month interval (r>.94), and construct validity (22,23).
Modifications to the SRE included
changing the focus of the measure to
examine multiple sources of discrimination beyond race and to use global
questions rather than the behaviorally specific items found in the SRE.
The Experience of Discrimination
Questionnaire (24) provided the
structure for assessing types of discrimination reported on the DQ. Responses to the DQ divided the sample into two groups on the basis of
the yes-or-no question, “Do you believe you have been discriminated
against, for instance, because of your
mental disability, race, gender, sexual
orientation, economic circumstance,
or some other reason?” Participants
who answered “yes” to this question
were then asked yes-or-no questions
about whether they believed they
had been discriminated against as a
result of 12 specific conditions, including mental and physical disability, race, gender, and sexual orientation. These participants were then
asked whether discrimination occurred in the context of seven specific situations, including employment,
education, and housing.

Results
Perceived sources
of discrimination
The frequency of endorsement of individual experiences with discrimination is summarized in Table 2. A total
of 949 participants (52.4 percent) believed that they had been discriminated against on the basis of their belonging to some outgroup. Subsequent analyses examined whether
this discrimination was due to a variety of individual characteristics.
The most common reason for discrimination cited was mental disability. Among the participants who reported that they had experienced
PSYCHIATRIC SERVICES

discrimination, 696 (73.3 percent)
reported that the prejudice was due,
at least in part, to their mental disability. Thus only 37.7 percent of the
entire sample reported a concern
about discrimination related to their
psychiatric disability, which is much
lower than the 70 percent reported
by Wahl (19).
One way to make further sense of
this finding is to compare the proportion of participants who acknowledged discrimination due to mental
illness with the proportion reporting
discrimination that might be due to
other characteristics, such as race,
gender, sexual orientation, and physical disability. As can be seen in the
table, the next most frequent source
of discrimination was economic circumstance—poverty was frequently
a cause of discrimination. About a
third of the sample reported discrimination because of physical disability—including both problems
with ambulation and sensory disabilities—and older age. About a quarter
of the sample reported discrimination due to gender and to race, and
about a fifth reported stigma due to
their religion and to being homeless.
At first glance, it seems that discrimination due to mental illness was
far more frequent than discrimination due to any of these other group
characteristics: 73.3 percent compared with 51.5 percent for economic circumstance, the next most frequent category. However, note that
we posed the question about discrimination due to mental disability
in a sample that was 100 percent
self-identified as psychiatrically disabled. To permit a more accurate
comparison between groups experiencing discrimination on the basis of
mental disability and other groups,
we examined the frequencies of discrimination reported by the various
subgroups participating in the study.
Table 3 summarizes the frequency
of discrimination due to race, gender, sexual orientation, and physical
disability in corresponding subgroups—for example, the proportion
of black individuals who reported
racial discrimination. This analysis
revealed significantly higher rates of
discrimination per category. Although 260 (27.4 percent) of the 949
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Table 2

Overall frequencies of experiences of
discrimination among 949 study participants who reported discrimination
Perceived reason
for discrimination

N

%

Psychiatric disability
Race
Gender
Sexual orientation
Physical disability
Religion
Country of origin
Age
Economic circumstance
Homelessness status
Arrests with jail time

696
256
260
139
345
194
93
287
489
204
139

73.3
27.0
27.4
14.7
36.4
20.4
9.8
30.2
51.5
21.5
14.7

participants who experienced discrimination reported racial discrimination, 65.6 percent of the black participants, 52.5 percent of the Latino
participants, and 60 percent of the
Asian participants reported experiencing this kind of discrimination.
When we examined the other categories in the same way, 33.9 percent
of women, 82.9 percent of gay men
and lesbians, and 49.3 percent of
persons with physical disabilities reported discrimination.
An additional question is that of

Table 3

Frequency of perceived discrimination in subgroups of persons with
mental illness who believed they experienced discrimination because of
membership in that subgroup
Subgroup
Race
African American
Latino
Native American
Asian or Pacific Islander
European American
Gender
Female
Male
Sexual orientation
Homosexual
Bisexual
Heterosexual
Physical disability
Yes
No

N

%

285
33
97
15
228

65.6
52.5
29.4
60.0
16.8

372
124

33.9
17.1

55
41
149

82.9
41.4
9.3

465
168

49.3
19.1
1107

Table 4

Areas in which study participants reported experiencing discrimination
Those reporting
discrimination
(N=949)

Psychiatric
disability
(N=696)

Race
(N=256)

Area of discrimination

N

%

N

%

N

Employment
Education
Housing
Law enforcement
Public accommodation (such
as in a hotel or restaurant)
Traditional mental health service
Consumer-operated service

484
210
284
244

51.0
22.1
29.9
25.7

360
165
224
187

51.7
23.7
32.2
26.9

131
216
84

13.8
22.8
8.9

93
191
68

13.4
27.5
9.8

how reporting discrimination associated with mental illness interacts
with discrimination associated with
other group identities. For example,
are people who have experienced the
stigma of being in another outgroup—for example, African Americans or women—more likely to report discrimination due to stigma? To
answer questions like these, we conducted a cross-tabulation that contrasted the cells for discrimination
due to mental illness discrimination—that is, responses to the yes-orno question “Do you believe you have
been discriminated against because
of mental illness?”—with other outgroup identities, such as responses to
“Were you discriminated against because you are African American?”
We used European-American
males as the reference group and
compared the frequency of stigmatization due to mental illness in that
group with the frequency in the various outgroups. The results were interesting: women, persons from ethnic minorities, persons with physical
disabilities, and gay and lesbian participants reported discrimination due
to mental illness at rates similar to
those among European-American
males. All rates fell within a range of
65 percent to 75 percent, and all chi
square comparisons were nonsignificant (p>.10). Thus these results do
not support the notion that being a
member of an additional stigmatized
group will increase the likelihood of a
person’s viewing his or her mental illness as the source of discrimination.
1108

Gender
(N=260)

Sexual
orientation
(N=139)

Physical
disability
(N=345)

%

N

%

N

%

N

%

157
83
101
85

61.3
32.5
39.6
33.1

145
84
111
82

55.6
32.3
42.7
31.4

75
46
64
47

54.0
32.8
46.3
33.6

182
101
119
97

52.8
29.3
34.5
28.1

62
72
30

24.1
28.2
11.6

56
95
33

21.5
36.6
12.6

31
51
25

22.6
36.7
17.9

61
96
37

17.8
27.8
10.7

Areas in which
discrimination occurs
A second interesting question examined in this analysis was the question
of the areas in which discrimination
occurred among the participants who
reported any kind of discrimination.
The findings are summarized in Table
4. The area in which discrimination
was most frequent was employment:
484 (51 percent) of the participants
who experienced discrimination reported that they experienced discrimination in this area. About a third of
the subsample reported discrimination in the area of housing, about a
quarter in interactions with law enforcement agencies, and about a fifth
in education settings.
We were also concerned about experiences with discrimination in obtaining mental health services. About
a quarter of the sample reported experiencing some sort of discrimination in traditional mental health settings, whereas less than 10 percent of
participants experienced discrimination in consumer-operated mental
health services.
Cross-tabulations were completed
to assess the relationship between endorsement of discrimination related
to certain characteristics—for example, mental illness, race, or gender—
and the area in which discrimination
was experienced; these are also included in Table 4. Overall, these findings suggest that people who report
discrimination in the areas of employment, housing, or encounters with
law enforcement personnel attribute
PSYCHIATRIC SERVICES

the discrimination to a variety of
sources—not only mental illness, but
also race, gender, sexual orientation,
and physical disability. For example,
more than half of participants who reported being discriminated against
because of mental illness, race, gender, sexual orientation, or physical
disability identified employment as
an area in which this prejudice occurred. Subsequent chi square analyses did not show that the area in
which discrimination occurred significantly differed between these subgroups.

Discussion and conclusions
The goal of this study was to further
elaborate and put some perspective
on the stigma experienced by persons
with mental illness. The results
showed that a little more than half of
a sample of 1,824 persons with serious mental illness reported experiencing discrimination. Although the
frequency of discrimination in this
study again highlights the scope of
this problem, it is noticeably lower
than the 70 percent reported by Wahl
(19). Several possibilities may account for this difference. In Wahl’s
study, discrimination was reported on
a Likert scale, whereas the Discrimination Questionnaire we used framed
discrimination categorically. Moreover, Wahl’s survey focused specifically on discrimination due to the stigma
of mental illness. In the study reported here, we examined multiple causes of discrimination. Perhaps framing
discrimination in a broader social
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light diminished the frequency with
which it was identified. Future research needs to continue to understand just the base rates of discriminatory experiences among persons
with mental illness.
One of the primary goals of this
study was to examine the perceived
reasons for discrimination among
study participants who believed that
they had been discriminated against.
At first glance, the most prominent
reason seemed to be the person’s
mental illness rather than other group
characteristics associated with stigma,
such as race, gender, or sexual orientation—almost three-quarters of the
group reporting discrimination had
been victims of the stigma associated
with mental illness. However, when
we accounted for whether the person
belonged to a specific outgroup in addition to having a mental illness, two
other reasons emerged as equally important in explaining why participants
in this study were stigmatized: race
and sexual orientation. Black persons
and Asian persons reported high rates
of discrimination due to their race,
and gay and lesbian participants reported similar high rates of discrimination due to their sexual orientation.
Unfortunately, these findings are
not surprising. Despite some historical gains in majority views about people of color, persons from minority
ethnic groups still experience substantial discrimination (25–27).
Moreover, sexual orientation continues to be a source of stigma and discrimination for many individuals
(28,29). Findings from our analysis
suggest that just because people are
stigmatized because of their mental
illness does not mean that they escape
these other two types of prejudice.
The second goal of this study was to
identify the areas in which people experience discrimination. About half
of the participants who reported discrimination identified employment as
the leading area in which discrimination occurred. Other areas in which
discrimination seemed relatively frequent were housing and law enforcement. These findings are important in
light of a recent call for targeted antistigma programs (submitted manuscript, Corrigan PW, 2002). Namely,
instead of seeking to broadly change
PSYCHIATRIC SERVICES

public opinion about a stigmatized
group, antistigma programs should
target individual power groups whose
discrimination is particularly problematic for persons with mental illness. The results of our analysis show
that employers, landlords, and police
officers may fall into this category and
should be the focus of specific antistigma programs.
It is important to highlight two further limitations of this study. Although the study sample was large,
diverse, and drawn from eight states,
it was not a probability sample. Thus
the sample was not necessarily representative of the American population
of persons with serious mental illness.
In addition, although certain groups
were represented in the sample in
proportions that exceed those in the
U.S. Census—for example, our sample was 60.1 percent female, whereas
the U.S. Census is 50.3 percent female—we had no recruitment strategy that sought to oversample any particular ethnic or gender group. Second, the results of the study represent
perceptions of discrimination, not independent evidence. To both conceptually and methodologically split a
person’s perception of discrimination
and independent evidence is a complex task. Nevertheless, future research needs to consider approaches
for clarifying this issue.
Finally, it is important to note that
discrimination on the basis of race or
another group characteristic does not
diminish the impact of stigma associated with having a mental illness. Our
findings echo Brewer’s (20) concerns
about dual discrimination; namely,
many people identify with more than
one social outgroup that is discriminated against by the majority. Unfortunately, research thus far has not
tackled concerns about dual discrimination, so explanatory models that
might account for the interaction of
more than one type of stigma are
largely absent. Moreover, antistigma
programs have thus far been the
province of single-issue groups—for
example, the National Association for
the Advancement of Colored People,
the National Organization for
Women, and NAMI. The results summarized in this article demonstrate
the complexity of the discrimination
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problem and the fact that organizations that launch antistigma campaigns may need to partner with one
another to more completely tackle
the problems caused by stigma. ♦
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Submissions Invited for Child
& Adolescent Psychiatry Column
The editor of Psychiatric Services’ Child & Adolescent Psychiatry column,
Charles Huffine, M.D., invites papers focusing on systems of care for children
and adolescents with serious and complex mental and behavioral disorders. In recent years great progress has been made in developing methods of addressing serious disorders in this population. In 2002, the journal began publishing a quarterly column in the hope of providing a forum for introducing some of these innovations to a broad mental health readership.
Dr. Huffine is soliciting reports of collaborative work on behalf of children’s
mental health among pediatric medical care systems, social service agencies, special education programs, the juvenile justice system, drug and alcohol treatment
programs, and family advocacy groups. The column will feature papers that describe innovations in programming and new clinical methods to address the complex social and developmental problems of seriously emotionally disturbed children and adolescents. Papers should describe innovative clinical programs that
are mindful of contextual issues, training that prepares psychiatrists to work in
changing systems of care, clinical issues that arise in cross-agency collaborative
work, and a broad range of related topics.
Papers should be no more than 1,600 words and should be submitted directly
to Dr. Huffine. For more information about the new column or to propose a submission, please contact Dr. Huffine by e-mail (chuffine@u.washington.edu) or by
mail (3123 Fairview Avenue East, Seattle, Washington 98102).
For general information on formatting, visit the journal’s Web site at http://
psychservices.psychiatryonline.org. Go to the bottom of the screen and click on
Information for Authors, which includes a section on columns.
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